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We hope that this special journal issue on sexual risk behaviors and assets among AI/AN youth will lead to increased attention and efforts to meet the health care needs of Native youth and that the tracks that we leave will lead to the elimination of health disparities.
STD rates among AI/AN youth are among the highest in the country
In 2009, non-Hispanic AI/ANs had the second highest rates of STDs in the U.S.; compared to non-Hispanic White (NHW) youth, they were 4.5 times as likely to be diagnosed with chlamydia, more than three times as likely to be diagnosed with gonorrhea, and twice as likely to be diagnosed with primary or secondary syphilis (Centers for Disease Control and Prevention [CDC] , 2010). Between 2000 and 2004, young people (15 to 24 years old) accounted for 68% of AI/AN chlamydia cases and 60% of AI/AN gonorrhea cases (Kaufman, 2007) . For all U.S. races/ethnicities, female chlamydia rates are higher than those of males; the higher rate among females is mostly due to the far greater number of females screened for chlamydia (CDC, 2010) . In 2009, chlamydia rates for NHW females were 3.2 times higher than the rates for NHW males; chlamydia rates for non-Hispanic AI/AN females were 3.8 times the rates for non-Hispanic AI/AN males (CDC, 2010) . There are striking geographic differences in STD rates among AI/AN, which are especially pronounced among AI/AN adolescent females (see Figure 1 ).
HIV cases among AI/ANs are undercounted because of low levels of HIV screening
AI/ANs-especially those living in rural areas-may be less likely than people of other races/ethnicities and urban AI/ANs to seek HIV testing because of concerns about confidentiality in small, close-knit communities, where someone seeking HIV testing may encounter a relative or an acquaintance at the local health clinic (CDC, 2007) . Furthermore, there are considerable data limitations concerning HIV/AIDS among AI/ANs. For example, several states with large AI/AN populations have not consistently conducted or reported HIV surveillance data to the Centers for Disease Control and Prevention, and AI/ANs in some states are often racially misclassified (CDC, 2007) . Although HIV/AIDS data for AI/ANs are sparse, in 2007, non-Hispanic AI/AN youth younger than 25 years accounted for 19% of new HIV/AIDS diagnoses among AI/ANs, compared to 14% nationwide (CDC, 2011) . Because of late diagnosis and poor access to specialized care, AI/ANs have one of the lowest HIV/AIDS survival rates of any racial/ethnic group, with just one in four living more than three years after diagnosis (CDC, 2007) .
The teen birth rate among AI/ANs is on the rise
After more than a decade of decline, the teen birth rate increased 12% among AI/ANs between 2005 and 2007-more than for any other race/ethnicity (Hamilton, 2010) . Today, one fifth of non-Hispanic AI/AN girls give birth before their 20th birthday (Hamilton, 2010) . As with STDs, there is considerable geographic variation in AI/AN teen pregnancy rates (Wingo, 2011; Figure 2 .) Furthermore, many Native teens and women enter prenatal care late in pregnancy. In 2007, among those who delivered live births, 30.1% of Native 
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Author Manuscript mothers versus 16.2% of all mothers entered prenatal care late or had no prenatal care (Kaiser Family Foundation, 2007) . In addition, Native mothers experience higher rates of low birth weight, preterm birth, and post-neonatal and infant mortality (including sudden infant death syndrome, or SIDS) than other mothers of other races/ethnicities (Alexander, Wingate, & Boulet, 2008; IHS, 2009 ).
AI/AN sexual minorities experience more physical and sexual abuse
Very few studies have been published on the health status of Native gay, lesbian, bisexual, transgender, and questioning youth (Barney, 2003) . In one study, AI/AN boys who selfidentified as gay/bisexual were significantly more likely than boys who self-identified as heterosexual to report sexual abuse (17.8% vs. 3.4%,p <. 001), physical abuse (26.7% vs. 9.6%, p < .001), and running away (23.3% vs. 13.4%, p < .001; Saewyc, Bearinger, Blum, & Resnick, 1998) . In that same study, girls who self-identified as lesbian/bisexual were significantly more likely than self-reported heterosexual girls to report running away (32.0% vs. 21.4%, p < .05), and more often reported sexual abuse (42.4% vs. 31.1%, not significant [NS] ) and physical abuse (51.5% vs. 33.6%, NS). Although some of the differences from the latter study were not significant, the proportion of AI/AN girls reporting sexual and physical abuse is striking (Saewyc et al., 1998) . In a different study of 5,600 AI/AN male adolescents conducted in Minnesota, gay males were more likely than heterosexual males to report having been physically abused (17.2% vs. 7.5%, p < .01), sexually abused (13.3% vs. 2.4%, p < .001), depressed (35.1% vs. 14.0%, p < .001), and having attempted suicide (23.2% vs. 11.1%, p < .01); additionally, gay males were less likely to have had a physical examination (71.1% vs. 88.3%, p < .001; Barney, 2003) .
AI/AN youth initiate alcohol and drug use early and use is high
Alcohol use is high among all youth in the U.S.; according to the Youth Risk Behavior Surveillance System (YRBSS), in 2009 74.0% of non-Hispanic AI/AN high school students had ever drunk alcohol, compared to 73.8% of White students, 67.6% of Black students, and 76.6% of Hispanic students (CDC, n.d.). Having ever used marijuana is also similar for youth of all races: 50.8% of non-Hispanic AI/AN students, 35.7% of White students, 41.2% of Black students, and 39.9% of Hispanic students (CDC, n.d.). However, compared to students of other races/ethnicities, non-Hispanic AI/AN students were more likely to initiate alcohol and drug use before age 13 (36.0% of non-Hispanic AI/AN students used alcohol before age 13 compared to 18.1% White students, 24.9% of Black students, and 27.1% of Hispanic students; 18.1% of non-Hispanic AI/AN students used marijuana before age 13 compared to 5.7% of White students, 10.2% of Black students, and 10.3% of Hispanic students; CDC, n.d.).
EFFORTS TO MEET THE NEEDS OF AI/AN YOUTH
Many efforts across the country are building on the assets and strengths of Native culture to improve the reproductive health of these youth; commonly, these efforts are locally or regionally focused. They exhibit a wide range of infrastructure and capacity to evaluate and disseminate successes beyond their respective communities. This special issue highlights de Ravello et al. some of these innovative interventions and promising research efforts to identify and address sexual risks and assets of Native youth.
The prevention efforts described in this special issue focus on identifying the priority reproductive health needs of Native youth, describing key strategies to develop effective and appropriate prevention interventions to reach this population, and developing messages that are youth-focused and culturally relevant to meet their unique and varied needs.
Identifying the Reproductive Health Needs of Youth
• The Alaska Native Tribal Health Consortium conducted a series of communitybased focus groups with Alaska Native youth to better understand the knowledge, attitudes, and beliefs of rural adolescents and communities regarding STD, HIV/ AIDS, and unplanned pregnancy and to identify the best methods to educate and facilitate behavior change.
• Sage Associates, Inc. surveyed Native girls from many different Tribes who were attending a residential school and who participated in BLING (BeLieving In Native Girls), a juvenile delinquency and HIV prevention curriculum. Sage found the participants to have considerable mental health and social concerns, including having poor critical thinking, coping, communication, and relationship skills; high levels of depression; high levels of current sexual activity and early sexual debut; and high rates of alcohol and drug use.
• The Minnesota Indian Women's Resource Center describes its program for Native girls who have been victims of human trafficking and commercial sexual exploitation. Although data are scarce, several studies strongly suggest that this population is significantly over-represented in the sex trade.
• The Fort Peck Men's Sexual Health Study is a community-based participatory research (CBPR) project that explores the extent of knowledge, attitudes, and beliefs about sex, intimate relationships, social/emotional health influence, and sexual and reproductive health among young men living on the Fort Peck Indian reservation in northeast Montana.
Designing Creative Strategies to Reach Youth
• Project Red Talon describes CBPR activities used to identify and review technology-based sexual health interventions for youth and the participating Native youths' recommendations for optimizing these applications.
• The Wyoming Health Council describes its CBPR project for HIV prevention with a Native youth group on the Wind River Indian Reservation in Wyoming.
Developing Messages that Resonate with Youth
• A group of Navajo health educators shares the community-based development process and foundational concepts of the Tools for Iina (Life) curriculum, designed for youth in grades four through six to address their health, relationships, identity, and sense of the future, using core concepts from Diné oral tradition. • Sacred Beginnings is a CBPR project designed to improve preconception health among Native adolescent women on a Northern Plains reservation. It examines the effectiveness of a culturally appropriate intervention developed by Tribal community members and elders.
• The Circle of Life is an HIV prevention intervention designed for Native youth. The content is based on Native learning theories embodied by the medicine wheel and emphasizes skills development through symbols, stories, and ways of learning familiar to Native youth.
COMMUNITY INVOLVEMENT
One theme woven throughout the articles in this issue is the value of community input and involvement in research efforts. While the level and extent of community involvement varied by project, many used aspects of a community-based participatory research (CBPR) approach. CBPR-or Tribal participatory research (TPR)-approaches are seen as particularly respectful of research partnerships with Tribes; using TPR, research can be responsive to community needs, culturally appropriate, and strengths-based while paying heed to past transgressions against Tribes on the part of researchers (Thomas, Rosa, Forcehimes, & Donovan, 2011) . Some important tenants of applying CBPR/TPR approaches in Tribal settings include: acknowledging historical experience with research and researchers, recognizing Tribal sovereignty, differentiating between Tribal and community membership, understanding Tribal diversity and its implications, plan for extended timelines, recognize key gatekeepers, prepare for leadership turnover, interpret data within the cultural context, and utilize Indigenous ways of knowing (LaVeaux & Christopher, 2009 ).
CONCLUSIONS/RECOMMENDATION
The editors and authors of this special issue are proud to share these innovative efforts to address adolescent reproductive health from across Indian Country. More support, training, technical assistance, and capacity building are needed to engage the community in meaningful ways, develop and implement behavioral interventions, assess the effectiveness of interventions through evaluation, and disseminate the findings to others who may benefit from them.
Other reproductive health interventions and research projects are taking place across the country to address the reproductive health needs of Native youth. Some of these, such as RESPECT, Native Voices, Native Students Together Against Negative Decisions (STAND), and It's Your Game … Keep it Real, are evidence-based interventions that are currently being adapted for AI/AN youth. In the small and close-knit community of researchers and public health practitioners who work with Native youth, there is already a substantial amount of inter-Tribal dissemination, sharing, and informal technical assistance. This form of sharing and exchange is powerful despite being constrained by resources and data. To build a stronger foundation for this work, we need improved data collection and reporting among AI/ANs and greater inclusion of AI/ANs in national, state, and county data collection systems. Establishing an evidence base-and rethinking what evidence means for AI/ANs- is another crucial step toward promoting programs that work for this population. Although AI/ANs make up a small percentage of the U.S. population, they are disproportionately affected by health disparities.
Our hope is that the research and prevention efforts described in this special journal issue will lead to increased attention and efforts to meet the health care needs of Native youth and that the tracks that we leave will lead to the elimination of health disparities. Am Indian Alsk Native Ment Health Res. Author manuscript; available in PMC 2015 September 03.
